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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIERAGLIA {42) MULTIPLE CONSTRUCTION {3) DATE SBURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A GUILDING GOMPLETED
448474 B. WING 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, ETATE, 2iP CODE i
1633 HILLVIEW DRIVE
HERMITAGE HEALTH CENTER . ' ELIZABETHTON, TN 37643
(X4) D SUMMARY STATEMENT OF DEFIGIENCIES ' ip FROVIDER'S PLAN OF GORRECTION 5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAS CROSS-REFERENCED TO THE APFROPRIATE BATE
. DEFIGIENGY) .
F 000 | INITIAL COMMENTS F 000
During the snnual recerfification survey .
conducted on August 5-7, 2013, at Hermltage
Health Center, no deficlencias were clfed under
42 CFR PART 482,13, Requirements for Long
Term Care.
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[ABORATORY DIRECTOR'S OB PROVIDERISUPFLIER REPRESENTATIVE'S SIGNATURE TITLE {%e) DATE
0.0 TEOACe . Alsid Bllb‘_zms
ution may ba excused from canecling providing H ls dstermined that

sficlancy statement ending with en aslerisk (*) denctea e deficlency which tha hnsti

thef safeguards provide suffictent protection to the patlents. (See Instruciions.}) Exoept for nursing hiomee, the findings stated above are digolosable 90 days
followlng the date of aurvey whether or net a pian of comection |s provided. For nunsing homes, the above findings and plans of carrection are disclosable 14
days foliowing the-date thesa documants are mada avallable to the facility. "1 deficlancies are olted, an appoved plan of comedtion le requisita to continued
program particlpation. '
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